Recent years have seen the development in a number of maternity hospitals of a paediatric nursery section for ailing and premature neonates. Policy in the matter of use of such nurseries varies from hospital to hospital, more especially with regard to the admission of babies born on district and in nursing-homes. Necessarily, policy is influenced to a large extent by the adequacy of alternative facilities available but gives first consideration to the prior claims of babies born in the maternity hospital, of which the paediatric section constitutes an integral part.
. This contribution reviews experience gained over a nine-years period in the special baby-care nursery of a maternity hospital in an industrial city. During that period 4,212 newly born babies were admitted to the nursery, of whom 3,434 came from the labour ward or lying-in ward nurseries, and 778 from their own homes, nursing-homes, or other maternity hospitals. With a few exceptions babies admitted from outside were referred by general practitioners and obstetric and paediatric colleagues as in need of urgent hospital care. The exceptions consisted of readmissions numbering 55. A total of 283 babies were admitted from places of birth outside the city boundaries. Distances between 5 and 10 miles (8 and 16 km.), between 10 and 50 miles (16 and 80 km.) , and in excess of 50 miles (80 km.) were involved in the case of 167, 105, and 11 respectively. There was no alternative to admission of the 778 babies to the maternity hospital baby-care unit because of the special clinical requirements of the babies and the inadequacy of suitable facilities in the local general hospitals. Infants admitted to the maternity hospital were aged 2 weeks or less.
The Babies Of the 778 babies 683 were born in their own homes, 92 in nursing-homes or maternity hospitals, and 3 in ambulances while being transferred from home to the maternity hospital. There were 396 premature infants, and the remaining 382 were born at term or after. Among premature babies there were 101, and among babies born at term 9 infants of twin pregnancies. One premature infant was the only live-born baby of triplets.
Reasons for Transfer to Hospital The reasons prompting transfer to hospital are summarized in Table I . Prematurity without apparent complication was the most common single indication (107 babies), and prematurity was an accompanying feature in 289 (44%) of the remaining 671 infants.
Requests for admission were almost invariably based on the presence of abnormal features or signs and only occasionally on a precise diagnosis. Cyanosis, vomiting, and a tendency to chilling were the most frequent causes of anxiety. Other not uncommon causes of concern were persistent respiratory embarrassment, haematemesis, melaena, jaundice, feeding difficulties, superficial infections, and convulsions. Unsatisfactory home conditions were a factor of importance in only a small minority of instances. Examples of congenital anomalies were usually sent on account of doubts concerning prognosis and the desirability of early surgical intervention. Babies admitted for prearranged transfusions consisted in the main of infants being kept under observation for anaemia after discharge from hospital. Of infants sent with a tentative diagnosis of haemolytic disease some were known to have rhesusnegative mothers but did not show clinical evidence of haemolytic disease. (4), mesen-teric bands (1), renal agenesis (2), cerebral agenesis (2), diaphragmatic hernia (2), oesophageal atresia (1), malrotation of gut (1), Hirschsprung's disease (2), and mucoviscidosis (1). The fatal infections included pneumonia (9), and septicaemia (8) Chilling was a common source of apprehension. In 46 of 62 babies in whom it was a feature it was attributable to unsatisfactory conditions of environmental temperature. The remaining examples of chilling occurred in the presence of congenital heart disease (4), foetal malnutrition (4), septicaemia (3), abdominal obstruction (2), intracranial haemorrhage (1), hydrocephalus (1), and the cardio-respiratory syndrome with hyaline membrane (1). Deaths among babies admitted on account of hypothermia numbered four.
As a sign prompting transfer of babies to hospital persistent respiratory embarrassment was one of the most difficult to explain. Diagnosis in a number of cases had to await necropsy, at which the findings were sometimes wholly unexpected. The conditions associated with persistent respiratory embarrassment were fatal intracranial haemorrhage (9), severe post-natal intracranial disturbance (11), fatal " hyaline membrane disease" -(5), " cold injury " (2), terminal stprarenal haemorrhage (2), persistent extensive atelectasis (1) No evidence of organic disease was found in 12 of the 36 infants sent to hospital because of feeding difficulties. Four undiagnosed mongol infants were admitted because of reluctance to feed. Infections explaining feeding problems included septicaemia (3), thrush (2), and pneumonia (1). Difficulty in feeding arose also in association with prolonged post-natal asphyxia (1), and the development of cold injury (2). Obvious sources of difficulty recognized before transfer of the babies were cleft palate and hare lip (6), choanal atresia (1), cardiac disease (1), meningomyelocele (1), erupted teeth (1), and loose mandibular joint (1). All 36 babies survived. Tables I, II, and III Forty-eight per cent. of all the babies transferred and 60% of the babies who died were premature. Of babies transferred on account of prematurity which was not thought at the time to be complicated by infection, trauma, or anomalies, 20 subsequently developed signs of disease. A review of obstetric and neonatal clinical features, and of pathological and bacteriological findings, suggested that the infections causing death were acquired before admission. Among the babies with haemorrhage, bleeding in some may have occurred before transfer but in others began in hospital. Instances of primary cold injury developing in hospital were exp'ained by previous chilling in the home. Observations made on infants at the time of admission and compared with controls admitted from the hospital labour ward did not suggest that babies were subjected to significant risk of chilling while being transported from home. In common with practice elsewhere, the ambulances employed have special equipment to assist the infant to maintain body temperature.
Impressions and Reflections

Important Clinical Features
Two clinical features of importance in relation to prematurity were illustrated in the series. Firstly, the appearance of recognizable evidence of infection oI vascular accidents was often delayed. Secondly, the physical weakness of prematurity was apt to mask or modify the clinical picture, with the result that a tendency to chilling and failure to progress were sometimes the only outward evidences of such conditions as intracranial haemorrhage, septicaemia, or deep infection.
Chilling must be seen in perspective. As a reason for transfer it occurred in 13 % of infants born at term as compared with 4% of premature babies. Moreover, cold injury occurred with the same frequency in babies born at term as in those born prematurely. Analysis of the cases With chilling and cold injury established the fact that the incidence among infants " born at term " was almost wholly accounted for by involvement of babies with birth weights only a few ounces in excess of 51 lb. (2.5 kg.). The incidence of chilling of all degrees is striking and testifies to the necessity for the attention focused u)on it in the latest issue of the Rules of the Central Midwives Board. Clinically it is important, however, to remember that not all cases of extreme hypothermia are attributable solely to environmental conditions (primary cold injury) and that cold injury may be secondary to deeply situated infection or haemorrhage. The term " cold syndrome " is to be preferred to that of "cold injury."
In the total series of 778 babies under consideration, few if any of the deaths were preventable, and among surviving babies f.-covery was dependent upon hospital care in the great majority of cases. Tribute is due to the nursing skill of the midwives, without which many of the infants would not have survived. Two further points deserve emphasis. In no case during the nine years under review did it appear that infection in a baby admitted from outside was transmitted to an infant born in hospital; and there was no clinical evidence of an infant transferred from home acquiring infection in hospital.
The skilled experience of the midwife is an overriding argument in favour of the admission of the ill newly born baby to a special baby-care section within a maternity unit or maternity hospital. The midwife is unique in the specialized knowledge she possesses of the clinical picture presented by the ill newly born baby, and of the nursing techniques required in the treatment of diseases peculiar to the newborn. There-is the additional argument that in the paediatric section of a maternity hospital trained midwives in adequate numbers are usually available throughout the 24 hours, whereas in many general hospitals there is a lack of suitably trained staff in adequate numbers during the night if not also during the day. Care of ill newly born babies brooks no relaxation of standards during the night.
Planning for the Future A Hospital Plan for England and Wales (Ministry of Health, 1962) Both administrative and clinical efficiency in care of the ill baby newly born on district would benefit from association of each maternity hospital special baby unit with a defined domiciliary district or districts. The distances involved should not be too great. Regardless of the extent to which success attends the official policy of encouraging hospital confinements, there will always remain the need to make special provision for babies newly born on district. Changes in the day of discharge of mothers recently delivered in hospital are unlikely to modify greatly the extent and size of the overall need. The series described in this paper gives some indication of the challenge to clinicians, administrators, and planners. Summary Among 778 newly born babies transferred from outside to the special baby-care unit of a maternity hospital the birth weight of 396 was 5{ lb (2.5 kg.) or less, and of 382 over Sj lb. (2.5 kg.). Requests for admission were usually based on the presence of abnormal signs and only occasionally on a precise diagnosis.
The most common reasons prompting transfer were prematurity, cyanosis, vomiting, and chilling, in that order of frequency. Other reasons included persistent respiratory embarrassment, bleeding, jaundice, and feeding difficulties. Unsatisfactory home conditions were a feature in only a small minority of cases. There were 156 deaths, the major contributory cause being congenital anomalies in 32%, prematurity in 28%, intracranial haemorrhage in 21 %, and infection In 11 %. Among the 622 surviving infants the clinical signs prompting transfer were attributable to prematurity, congenital anomalies, feeding problems, chilling, haemolytic disease, infection, and stress of birth in 24, 14, 10, 10, 9, 9, and 7% respectively. Chilling was not limited to premature babies. Severe hypothermia was usually attributable to environmental circumstances, btit it also occurred occasionally as a complication of, among other conditions, deep infection and intracranial haemorrhage. Cockett and Norman (1958) and Tibbs (1960) , and are even in line with the large series reported by Crawford et al. (1960) and Rob and Downs (1960) .
The late results of these reconstructive operations are shown in Table II 
